control trials (RCTs), case-controlled studies and case reports/series were conducted across the Ovid Medline, PsycInfo, EMBASE and Cochrane Library databases. English-language articles published between 1980 and February 2019 were considered for eligibility. Included were those that objectively measured CF in individuals with neurological disease/disorder/ dysfunction between the ages of 18 and 65 years. Studies were reviewed using a modified Cochrane Data Extraction Template. Risk of bias was assessed using the Cochrane Risk of Bias tool. The review process was facilitated using Covidence software (www.covidence.org). Two authors reviewed articles independently, with a third resolving conflicts regarding article inclusion. Results: The search identified 450 records. After duplicates were removed and remaining titles/ abstracts were screened for eligibility, 28 fulltext articles were assessed, and two studies were included in the qualitative synthesis. Studies were a priori divided into those with pharmacological, procedural or behavioural interventions. Two studies met eligibility criteria; both of these included participants with multiple sclerosis. One study utilized a procedural intervention (i.e. transcranial direct current stimulation), while the other utilized a pharmacological intervention (i.e. fampridine-SR). Studies were evaluated for risk of bias, and evidence from both eligible studies was discussed.
INTRODUCTION
Although fatigue is a well-studied concept in neurological disease, cognitive fatigability (CF) is less understood. While most studies measure fatigue using subjective self-report, fewer have measured CF objectively. Given the negative impact of CF on quality-of-life, interventions are beginning to be introduced to address this concern, but the field is in its infancy and there is little agreement on treatment approach. There is a need for a thorough review of the literature to classify the current state of the field and to identify needs moving forward.
What is meant by the term fatigue varies throughout the literature. Definitions include a state of reduced capacity for work following a period of mental or physical activity [1] , a feeling of physical tiredness and lack of energy that is distinct from sadness or weakness [2] , extreme tiredness with the feeling that one needs to rest [3] , a feeling of lack of energy, weariness and aversion to effort [4] , among other definitions [5] . Fatigue has largely been regarded as a subjective experience unique to the individual, and thus it is typically measured by self-report. A number of questionnaires have been developed to that end, with some attempting to quantify fatigue and others evaluating the impact of fatigue on daily functioning. These include: the Fatigue Severity Scale [6] , the Fatigue Impact Scale [7] (and the modified version [8] ), the Neurological Fatigue Index [9] , the Mental Fatigue Scale [10] , the Fatigue Assessment Scale [11] , the Multidimensional Fatigue Inventory [12] and the Fatigue Scale for Motor and Cognitive Functions [13, 14] .
Fatigue is a common symptom in a variety of neurological diseases. It is the most commonly reported complaint in those with multiple sclerosis (MS), occurring in up to 90% of individuals affected with this disease [15, 16] , with negative impacts on quality-of-life [17] , self-esteem [18] and employability [19, 20] . It is present in 50% of those with traumatic brain injury (TBI) [21] , and affected individuals often endorse fatigue as one of the most challenging and distressing long-lasting symptoms [22, 23] . Fatigue provides a unique contribution to TBIrelated disability after controlling for injury severity, executive functions and depression [24] . It occurs in 25-85% of stroke survivors [25] and has a significant impact on the employability of the individual and society as a whole given the economic impacts [26] . A consensus report from UK stroke survivors, caregivers and health professionals noted that fatigue was in the top ten research priorities due to its debilitating consequences and the incomplete understanding of the mechanisms and treatments [27] . Negative impacts of fatigue have also been documented in those with Parkinson's disease [28, 29] , amyotropic lateral sclerosis [30] and primary brain tumour [31] .
Given the disparate manner in which fatigue has been addressed in the literature, a unified taxonomy has been posited that distinguishes fatigue (i.e. an individual's subjective sensations) from fatigability (i.e. objective changes in performance) in order to provide clarification and consistency in both clinical and research applications [32, 33] . While there is a body of research that focuses on physical or motor fatigability [34] , the focus of the present review is CF which can be operationally defined as an inability to maintain optimal task performance throughout the duration of a sustained cognitive task [1, 35, 36] , or as a decline over time in alerting, orienting and executive control [37] . An increase in response time variability has been demonstrated to be perhaps an even more sensitive marker of CF [38] . The fact that CF can be measured objectively has implications for the lives of those affected by this condition. CF can often be the limiting factor to employability, but affected individuals may have difficulty accessing disability benefits given that fatigue has previously been difficult to quantify or prove to an external observer. Objective measurement allows for quantification of fatigue and thus may facilitate access to benefits.
Despite the nascent nature of the field, CF seems to have elicited more attention in the MS literature than in the literature on other neurological illnesses, with evidence of a breakdown in task performance across a variety of different cognitive tasks. Those with MS become more cognitively fatigued than healthy controls when performing information processing speed tasks, as reflected by a breakdown in their task accuracy [35, 36, 39] . Similarly, reaction time on simple sustained attention tasks increases over time in those with MS compared to controls [40] [41] [42] . Cognitive control (i.e. the combination of processes that allow adaptation of information processing depending on task goals) also declines over time in those with MS [43] . Finally, visual processing capacity has also been used as a marker of CF in those with MS [44] . Estimates of the frequency of CF is similar to those of cognitive impairment in general in individuals with MS [45] , with approximately one-half of MS patients meeting defined criteria for CF in two studies [46, 47] . The literature on CF in other neurological illnesses is comparatively sparse. Accelerated CF compared to healthy controls has been demonstrated in Parkinson's disease using the Attention Network Test [48] , in myasthenia gravis, as evidenced by a decline in performance on repeat testing using the d2-R test [49] , and in mild TBI using both attention and executive measures [50] , but these studies seems to be the first to address this issue in these populations.
Mechanisms of CF have been proposed, although these studies vary with regard to whether CF is objectively or subjectively measured. CF has been associated with slower motor speed, processing speed, gender (females were found to be more susceptible, but the effect attenuated once anxiety, depression and selfefficacy were accounted for) and intelligence [47] . Sleep quality, and to a lesser extent depression, have also been found to be predictors of CF in the MS population [51] , whereas others found that the relationship between CF and sleep quality diminishes when depression is controlled for [52] . It has been postulated that impaired slow wave sleep may be causing the reduced sleep quality contributing to cognitive fatigue, and so treatments targeted to improve non-REM efficiency may be warranted [53] . While sleep quality has also been found to be associated with cognitive fatigue in TBI [54] , CF was not measured objectively. Nonetheless, there seems to be some converging evidence that sleep quality is likely contributory. CF can also be considered to be a reflection of brain-derived central fatigue [55, 56] , akin to the concept of primary fatigue in MS given that it is directly related to the disease process [57] . Disruptions in circuits involving the basal ganglia, frontal cortex and thalamus have been implicated [55] , and lesions in the pathways associated with arousal and attention, reticular and limbic systems and basal ganglia have been consistently demonstrated to be associated with CF [56] . Decreased white matter microstructural integrity in the striato-thalmo-cortical tracts have been demonstrated to lead to greater levels of CF in those with TBI [58] , and there is a trend towards CF with reduced thickness of the pre-central gyrus, the parietal inferior supra-marginal gyrus and the opercular part of the inferior frontal gyrus in those with progressive MS [59] . Biomarkers of CF have also been identified in those with MS via functional neuroimaging, with differences in activation patterns in the attention network noted between those with MS and healthy controls before, during and after a cognitively fatiguing task [42] , differences in right middle frontal gyrus recruitment in those with mild TBI [60] and connectivity differences between those who subjectively report fatigue and those who do not [61] . In addition to the influence of structural disease pathology on fatigue, there are other biological variables, such as inflammation, that impact brain-derived central fatigue as well. Indeed, the influence of pro-inflammatory cytokines on fatigue has been demonstrated in stroke [62] and MS [63] . Those with MS who subjectively report higher levels of fatigue show higher levels of tumour necrosis factor alpha (TNFa). The levels of TNFa have also been found to correlate with daytime sleepiness, leading the authors of the study to suggest a cytokine-mediated fatigue syndrome in MS [63] . Similar postulations have been made in those with stroke [62] . This suggests that anti-inflammatory treatments could potentially have a secondary effect on fatigue. Given the known effects of inflammation on neurodegeneration, such treatments could potentially have disease modifying effects as well. Deficiencies in multiple neurotransmitter systems, have also been postulated to play a role in some neurological conditions, such as cholinergic and noradrenergic systems in Parkinson's [64] and dopamine in MS [65] .
Potential mechanisms for CF have also been proposed based on studies of healthy individuals who have not been affected by neurological conditions. For example, high-density electroencephalography (EEG) studies have shown that compensation via recruitment of anterior frontal areas plays a role in staving off the effects of CF in healthy individuals [66] . Indeed, when performing a lengthy cognitively fatiguing task, participants in that study recruited anterior frontal regions that were not part of the primary task-related activity at baseline, thus suggesting the recruitment of additional areas specifically to compensate for fatigue-induced impairments [66] . This finding was replicated in a later study, but only in young adults [67] . The young adult group demonstrated a decline in performance over time on a sustained Stroop task that was consistent with CF. Event-related potentials in the occipital-temporal areas decreased with increased time-on-task, but event-related potentials in the central-frontal regions increased with increased time-on-task. Thus, impairments in neural processing in posterior regions were accompanied by the recruitment of frontal regions to compensate. The older adult group demonstrated the neural impairment, but there was no accompanying compensation [67] . This result suggests that in healthy individuals, the capacity to compensate for performance decrements over time declines with age. As in the neurological literature, exploration into the underlying pathological mechanisms of CF in healthy individuals is in its infancy.
There is an extensive body of literature addressing the treatment for subjectively evaluated fatigue in neurological populations. Briefly, these interventions generally stem from three different treatment approaches: pharmacological, behavioural and procedural. Pharmacological treatments are often in the form of stimulants, such as methylphenidate. The treatment is presumed to be effective given that it helps to overcome attentional difficulties and slowed processing speed, possibly due to its role as a dopamine agonist [54, 65] . The results of studies evaluating the benefits of methylphenidate in treating subjective cognitive fatigue in TBI [68] and Parkinson's disease [69] have been positive. Other pharmacological treatments that are designed to promote wakefulness (i.e. modafinil) or improve latency to sleep (i.e. melatonin) have yet to demonstrate efficacy at addressing subjective cognitive fatigue in TBI [54] . Nonetheless, amantadine (antiviral), pemoline (stimulant) and modafinil have demonstrated positive results in treating subjective fatigue in those with MS [1] .
Behavioural approaches to treating fatigue have included a variety of methods, including psychotherapy (i.e. cognitive behavioural therapy [CBT] or mindfulness), education/symptom management or cognitive rehabilitation [54] . CBT for insomnia (CBT-I) administered to those with TBI has shown some efficacy in improving sleep and decreasing fatigue [70] . A systematic review and meta-analysis on the utility of mindfulness training in the treatment of fatigue after stroke, TBI and MS concluded that these techniques were moderately effective [71] . Another systematic review evaluating the efficacy of patient education programs at improving MS-related fatigue found that these programs had a positive effect, but the authors stressed the need for multidimensional approaches given that fatigue itself is a multidimensional symptom [72] . Evidence, though preliminary, suggests that face-to-face interventions are more effective at decreasing fatigue than an on-line program in those with neurological conditions [73] . Exercise has also been explored as a potentially effective treatment approach, and preliminary research in MS suggests that this approach deserves further attention [74] . A meta-analysis of exercise, education and medication treatment interventions for fatigue noted that rehabilitation interventions appeared to have stronger and more significant effects than medication interventions given the ability of the former to assist people with MS in coping with their existing disabilities [75] .
Procedural interventions include techniques such as light therapy, biofeedback and neuromodulation [54] . A randomized control trial (RCT) of short wavelength (blue) light therapy compared with yellow light therapy for the treatment of post-traumatic fatigue demonstrated some benefit of the blue light therapy on fatigue and daytime sleepiness, but no effect was demonstrated on performance of a task of psychomotor vigilance, raising the question of the applicability of this technique to objectively measured CF [76] . A study of EEG biofeedback over 25 sessions noted a benefit in the TBI treatment group in terms of both general and mental fatigue [77] , but the study was considered to be underpowered [78] . A recent review of the use of transcranial magnetic stimulation in MS found preliminary evidence of a beneficial impact on fatigue, but replication in welldesigned RCTs was recommended [79] . A similar review in the stroke literature did not yield any studies evaluating this technique for treatment of fatigue, emphasizing that this is an emerging technology with the need for further study [80] .
A systematic review of interventions for fatigue following TBI concluded that evidence was insufficient to recommend or contradict particular treatments and called for high-quality research that incorporates appropriate definitions and measurement of fatigue [78] . This seems to be the case for fatigue interventions in general as it relates to neurological illness and is the impetus for pursuing the current review. There is a clear paucity of research to address the treatment effects of objectively measured CF. It is this gap in the literature that led to the current project. The aim of this systematic review is thus to determine which procedural, behavioural and pharmacological treatments for objectively measured CF are available to people living with neurological conditions. The presence of subjectively measured cognitive fatigue has been demonstrated to be predictive of MS disease progression in the form of relapses and brain atrophy [81] . As such, early detection of fatigue, and the treatment of such, may have implications for disease course. If we can ameliorate CF, then perhaps we can positively influence not only quality-of-life, but also longterm disease outcomes.
METHODS

Compliance with Ethics Guidelines
This article is based on previously conducted studies and does not contain any studies with human participants or animals performed by any of the authors.
Protocol and Registration
The methods and criteria for study inclusion as discussed below were outlined prospectively. The protocol document was registered with PROSPERO, an international database of prospectively registered systematic reviews (http://www.crd.york.ac.uk/PROSPERO/display_ record.php?ID=CRD42019118706).
Although there were other protocols listed on PROSPERO that evaluated fatigue, there were no other protocols focusing on objectively measured CF. As such, the uniqueness of the current project was assured.
Study Eligibility Criteria and Information Sources
In accordance with PRISMA guidelines [82] [83] [84] [85] , systematic searches for RCTs, case-controlled studies and case reports/series were conducted across the Ovid Medline, PsycInfo, EMBASE and Cochrane Library databases. Grey literature (abstracts, conference proceedings, editorials) and existing reviews (narrative, scoping, systematic reviews) were excluded. The search strategies were established with the assistance of an experienced healthcare librarian. An example search strategy for Medline is provided in Table 1 , and the complete search strategies for all databases are provided in the supplementary materials (Electronic Supplementary Material [ESM] S1-S4). English-language articles published between 1 January 1980 and February 2019 were considered for eligibility. The date last searched was 12 February 2019. Supplemental approaches to identify eligible studies were also utilized and included checking reference lists and searching trial registries.
Studies evaluating behavioural, procedural and/or pharmacological interventions were included in this review. The target of the interventions must have been treatment and/or amelioration of CF as the primary or secondary outcome. Studies with interventions targeting other primary, secondary and tertiary outcomes (excluding subjective fatigue [i.e. self-report], cognition, quality-of-life, mood and sleep, etc.) were included as long as the treatment of CF remained the primary or secondary objective. Study participants were individuals with neurological disease/disorder/dysfunction between the ages of 18 and 65 years.
The review process was facilitated using Covidence software (www.covidence.org). Following the database searches duplicates were removed. Two reviewers (JB, ALB) then independently screened titles and abstracts of the retrieved records. A third blinded reviewer (LW) resolved conflicts. Two reviewers (JB, ALB) then independently assessed full-text articles for eligibility using a modified Cochrane Data Extraction Template. A third blinded reviewer (LW) resolved any conflicts. Following data extraction, retained articles underwent qualitative synthesis by all three authors. The study selection process is shown in a PRISMA flow diagram ( Fig. 1 ).
Data Extraction
Data were extracted using a modified Cochrane Data Extraction Template (ESM S5). Reviewers were trained together in how to extract data using the template. The data extraction sheet was pilot tested on three articles and refined accordingly. Following extraction of the data from the eligible papers, information was placed in a table. Information was extracted according to PICOS criteria [82] : population, interventions, comparator, outcomes and study design.
Risk of Bias Assessment
Risk of bias was assessed using the Cochrane Risk of Bias assessment [86] (ESM 6). This tool assesses selection bias, performance bias, detection bias, attrition bias and reporting bias. Two reviewers (JB, ALB) completed the risk of bias assessment independently. Once results were 
Strategy for Data Synthesis
Given the qualitative nature of the review, main results are reported in narrative format. The review includes discussion of the various interventions used (classified as either pharmacological, behavioural or procedural interventions), as well as sample characteristics. A summary of the results of each study is provided and a narrative synthesis is discussed. Quantitative meta-analyses were not planned.
Risk of Bias Across Studies
Cumulative evidence may have been affected by publication bias and selective reporting within studies.
RESULTS
Study Selection
A total of 431 publications were identified through the database search process, with an additional 19 publications identified through other sources (e.g. reference lists). After deleting duplicates, 223 publications remained for further analysis. The abstracts of these articles were screened by two reviewers (JB, ALB), who assessed that 195 publications did not meet eligibility criteria; thus these were eliminated, leaving 28 articles for full-text screening. After reviewing each of these remaining articles, the reviewers excluded 26 of these for various reasons, including ineligible outcome (12 publications), wrong population (7), ineligible study design (6) and insufficient data (1) . After this process, two publications remained that met all eligibility criteria; these were included in the qualitative synthesis.
Study Characteristics
Both studies included in the qualitative synthesis were RCTs targeted at improving objectively evaluated CF ( Table 2 ). The Morrow et al. study [87] was a double-blind placebocontrolled cross-over design evaluating a pharmacological treatment (fampridine-SR 10 mg twice daily). The intervention included 4 weeks of either fampridine-SR or placebo, a 1-week wash-out period and an additional 4 weeks of either fampridine-SR or placebo. This was a single-center pilot study that took place within the MS Clinic of London Health Sciences Centre in London, Ontario, Canada.
The Fiene et al. study [88] was a randomized, single-blind, within-subject, sham-controlled RCT investigating the effects of anodal transcranial direct current stimulation (tDCS) over the left dorsolateral prefrontal cortex (DLPFC) on objective performance-based measures of CF in MS during prolonged testing. This procedural interventional study was conducted at a single center at the University of Magdeburg Hospital in Magdeburg, Germany.
Participants
Notably, both eligible studies were conducted with participants with MS. No studies with participants with other neurological conditions were eligible, although a number of reviewed studies were conducted including those with stroke or TBI.
The Morrow et al. study [87] enrolled 60 individuals with a confirmed diagnosis of MS. Subtypes of MS included in the study were relapsing-remitting (41 participants), secondary-progressive (14) and primary progressive (5) . Participants were randomized to either the early treatment or late treatment group. Groups were matched on age, education, years since diagnosis, sex, ethnicity, use of disease-modifying medications and MS type (see Table 2 ). Approximately three-quarters of participants were female, as is typical for most studies of MS given the sex distribution; most had at least a high school education; years since diagnosis was approximately 10; mean age was approximately 46 years; [ 90% were Caucasian; disability rating on the Expanded Disability Status Score (EDSS) [89] was approximately 3-3.5; and 3.0 (range 1.5-6.5) [88] enrolled 15 individuals with a confirmed diagnosis of MS, of whom 14 had relapsing-remitting MS, and one had secondary-progressive MS. Participants received either anodal or sham tDCS in a randomized, counterbalanced order. Proportionally, there were more males in this study than in the Morrow et al. study [87] (8 females; 7 males), with an almost 1:1 ratio. Mean age of participants was approximately 43 years. Education and ethnicity were not reported. Disease duration was approximately 10 years, and disability rating on the EDSS was approximately 3.5.
Overall, the participants between the two studies were largely comparable, with the exception of a greater proportion of males and a lower proportion of participants with progressive MS in the Fiene et al. study [88] . Notably, numbers are small even across both studies combined.
Interventions
The Morrow et al. study [87] utilized a pharmacological intervention in the form of fampridine-SR (4-aminopyridine), a selective neuronal potassium-channel blocker. This is a slow-release oral medication that has been designed to treat fatigue. Studies have demonstrated improvement in ambulation, subjective fatigue and endurance [90] [91] [92] [93] . The hypothesized mode of action is improvement of nerve conduction via enhanced action potential formation [94, 95] , which in turn is expected to improve CF by improving nerve conduction. The packaging and capsules of fampridine-SR and placebo were identical, and only the pharmacist was unblinded. Participants were treated with either substance for 4 weeks in block 1. There was a minimum of 1-week washout period, and then they entered block 2 and received the opposite substance to what they received in block 1 for an additional 4 weeks. Outcomes were assessed at the beginning and end of both block 1 and 2, for a total of four evaluations.
The Fiene et al. study [88] utilized a procedural intervention in the form of tDCS. This is a non-invasive technique to modulate cortical excitability in targeted brain regions. The polarity of the current determines whether the response is cortical excitation via depolarization of neuronal membranes (anodal tDCS) or a decrease in cortical reactivity via hyperpolarization (cathodal tDCS). While this was the first study to evaluate the impact of tDCS on objectively measured CF, the rationale for its use came from the positive outcomes of anodal tDCS on subjective fatigue in other studies [96] [97] [98] [99] . Participants underwent the protocol twice, once using anodal stimulation and once using sham stimulation. These sessions were separated by at least 1 week. Each treatment session consisted of three testing blocks, preceded by a short practice trial. The first block was approximately 20 min long and was a baseline control condition without tDCS. Electrodes were then attached to the scalps of participants during a 5-min break. During the second block participants received 10 min of tDCS pre-stimulation to ensure stable stimulation effects. This was followed by approximately 20 min of tDCS during which participants were assessed (see Outcomes section for outcomes). After another 5-min break, the third testing block consisted of the measurement of poststimulation effects. The two treatment sessions were separated by a minimum of 7 days, and each session took place at about the same time of day.
Outcomes
The Morrow et al. study [87] operationally defined cognitive fatigue according to the definition proposed by Schwid et al. [100] which states that cognitive fatigue is a decline in cognitive performance during a task requiring sustained cognitive activity (meeting our current definition of CF). Their results demonstrated that the participants with MS in the placebo arm showed more benefit, both in terms of raw Paced Auditory Serial Addition Test (PASAT) scores and the CF variable. Thus, in contrast to the hypothesized outcome, the participants in the placebo arm showed less vulnerability to CF at follow-up than those who had received active treatment with fampridine-SR. The authors noted some limitations to their study. The study was small and administered at only one site, perhaps resulting in the study being underpowered. They also postulated that perhaps only some of the participants were responders to the medication given that this has been demonstrated in another study evaluating timed walk performance [101] . Additionally, they noted that they did not identify possible responders based on self-reported fatigue, nor did they conduct a full cognitive assessment at baseline. Lastly, they noted that there was a practice effect on the PASAT that led to many participants not meeting criteria for CF when entering block 2.
The Fiene et al. study [88] operationally defined objective cognitive fatigue (meeting our current definition of CF) as the failure to sustain effort over the course of a testing session, as quantified by changes in simple reaction time (RT) and P300 amplitude components with time-on-task. Their results demonstrated that after a single dose of \ 30 min of tDCS-induced modulation of the frontal cortex there were changes in both objective cognitive performance and neurophysiological markers. Participants with MS undergoing the sham procedure showed the expected increase in RT over the course of the cognitively fatiguing task, which was interpreted as objective evidence of CF. Participants with MS who received tDCS did not show any change in RT over time, suggesting that neuromodulation of the left DLPFC may allow those with MS to maintain their performance over time and overcome their vulnerability to CF. Neurophysiological evidence of this effect was demonstrated by the increase in P300 amplitude score during tDCS stimulation which persisted after the end of the treatment. The authors interpreted these findings as demonstrating evidence that the left DLPFC is functionally relevant in objective CF. Table 3 provides additional information on the risk of bias in the two eligible studies. The selection, detection, attrition, performance and reporting bias indices of the Morrow et al. study [87] were considered to be low. In contrast, the various indices of bias for the Fiene et al. study [88] were more variable. Specifically, the detection, attrition and reporting biases were considered to be low, but performance bias was high given that the study was a single-blind study only, such that the person delivering the tDCS treatment was not blinded to the treatment arm. Selection bias was unclear given that the authors did not specify how participants were randomized to either the sham or anodal tDCS arm.
Risk of Bias in the Individual Studies
Synthesis of Results
Of the two studies meeting the eligibility criteria, both involved individuals with MS. Studies evaluating objectively measured CF in other neurological conditions were few, and none met the criteria for inclusion. Taking both studies together, there was a total of 75 participants with MS who met the eligibility criteria, of whom only 44 received either of the two active treatments. The Morrow et al. study [87] included participants with both inflammatory and non-inflammatory MS (i.e. secondary progressive MS [SPMS] and primary progressive MS), whereas the Fiene et al. study [88] included only those in the inflammatory phase of the disease (i.e. relapsing-remitting MS and one participant with SPMS). Thus, conclusions about the efficacy of the procedural intervention cannot be generalized to those with noninflammatory MS. Neither study has been replicated, and conclusions must be considered to be preliminary. To summarize, although both studies can be considered as providing Class I evidence, given that they were RCTs, there is a clear need for replication of these findings before broad prescriptive statements can be made.
Although both studies objectively measured CF, the two reviewed studies utilized differing methodologies, with one using performance decline on the PASAT and the other using both performance and neurophysiological measures. Only the procedural intervention demonstrated efficacy (both performance-based and neurophysiological). In addition to the objective findings of CF, both group of authors reported an increase in perceived or subjective fatigue during the testing sessions [88] . Despite subjective fatigue being present, objective metrics did not show a performance decrement in the treatment group. Findings thus remain consistent with past literature in demonstrating a discrepancy between participant perceptions and their objective performance [102, 103] .
DISCUSSION
The aim of this systematic review was to determine which procedural, behavioural and pharmacological treatments for objectively measured CF are available to people living with neurological conditions. Only two studies met our prospective eligibility criteria; both published within the last 2 years. This paucity of published studies suggests that the study of objectively measured CF is in its infancy and much work is yet to be done. Although studies initially reviewed were those that enrolled participants with a variety of neurological conditions, the two studies that met all eligibility criteria were restricted to those involving persons living with MS. Given that fatigue is such a prominent aspect of a wide variety of neurological conditions, the eligibility of only these two studies in the present review suggests that MS researchers are leading the field in this area.
Of the two eligible studies, one utilized a pharmacological intervention (i.e. rampridine-SR) [87] and the other a procedural one (i.e. tDCS) [88] . Only the latter demonstrated efficacy with regard to the treatment of objectively measured CF. Specifically, tDCS to the left DLPFC appeared to prevent the increase in RT typically demonstrated in those with MS after a cognitively fatiguing task. Thus, the expected performance decrements as a result of sustained cognitive effort were prevented. The study also demonstrated neurophysiological evidence of the treatment effect given the increased P300 amplitude score that persisted after the end of the treatment. The importance of the left DLPFC in regulating CF is consistent with our own work which has demonstrated that dysfunction in cerebral blood flow allocation to the middle frontal gyrus toward the end of a cognitively fatiguing task seems to underlie the CF effects observed in those with MS. Specifically, those with MS seem unable to recruit the middle frontal gyrus during periods of high cognitive workload to circumvent the performance decline over time [42] . The Fiene et al. study [88] demonstrates that these processes can potentially be manipulated via tDCS, such that the brains of those with MS can possibly be functionally altered to reduce the inherent vulnerability to CF. This finding is promising, yet clearly preliminary and in need of replication. Similarly, the study was prone to performance bias (with unclear selection bias), and 
Other bias Low Low
Low low risk of bias, High high risk of bias, unclear uncertain risk of bias thus conclusions must be further tempered.
Given that the effect of treatment was in a single test session only, it is unclear if the beneficial effect of tDCS on CF is temporary, or if effects may be more long-lasting. A focused review of studies utilizing repeated anodal tDCS treatments (up to 6 weeks) to treat subjective fatigue in MS reported stable improvements up to 3 weeks following the last treatment session [104] , thus future work should focus on whether a series of treatments over time can lead to similar persistent changes in regard to objectively measured CF. The lack of positive outcomes in the pharmacological study reviewed [87] does not necessarily preclude the potential benefits of this or other medication options in the treatment of fatigue. At this time, however, there is insufficient evidence to make any claims in either direction given the lack of research. Pharmacological interventions have been effective in the treatment of subjective fatigue in a variety of conditions [1, 68, 69] , and thus further study of the effects of medication on objectively measured CF is warranted, particularly given the evidence for potential biomarker targets [62] [63] [64] [65] . The same holds true for behavioural interventions. Although no studies have yet addressed the impact of behavioural interventions on objective CF specifically, the positive impact of these interventions on subjective fatigue [71, 72, 75] can provide some direction in terms of potentially fruitful options to pursue. Given the relationship between CF, sleep quality [53, 54, 105] and mood [52] , a behavioural intervention designed to target sleep quality and mood, such as CBT, or more specifically CBT-I [106] , may be warranted. However, as previously suggested, one must consider the multidimensional nature of fatigue when planning and designing treatment interventions, and thus a multi-faceted approach targeting lifestyle factors and coping techniques (e.g. fatigue management education supplemented by elements of CBT-I and exercise) might have a greater chance of efficacy [72] . If such behavioural techniques are effective, the potential additive effects of a combined behavioural and procedural approach could then be explored.
Not only does this review highlight the lack of clarity with regard to treatments to target CF, as related to the original aim, but it also highlights that there is no clear consensus regarding how CF is measured. Although studies in this area seem to agree that a performance decrement over time is indicative of CF, how this decrement is quantified varies. A number of authors have utilized the PASAT to quantify CF by evaluating performance accuracy toward the end of the task as compared to the beginning [36, 39, 107] , but studies vary with regard to whether to compare the first half performance with second half, or the first third with last third. A ratio of accurate performance on a variety of 60-s tasks evaluating response inhibition, processing speed and working memory compared to equivalent 180-s tasks has also been utilized as a marker, with some evidence that the CF effect may be domain specific [46] . Others have utilized speeded tasks to demonstrate that response time increases over time, but even within this method, individual tasks vary. Some have utilized a psychomotor vigilance task and compared performance between the first and last quintiles (i.e. across task) [42] , while others have utilized computerized test battery for attention performance and compared performance between administrations before and after either cognitively or motorically fatiguing tasks (i.e. across session) [40] . Changes in response time variability has been shown to be an even more sensitive marker than response time changes over time, perhaps representing attentional lapses or other breakdowns in cognitive control [38] ; however, these changes have been evaluated only in healthy controls, and the methodology has not yet been applied in neurological samples as a measure of CF. Response time variability has been demonstrated to correlate with subjectively reported fatigue in an MS sample [108] and thus could easily be applied as a measure of objective CF. Although other methods have also been utilized, the common theme is tasks that require sustained attention and/or effort over time [41, 43, 44] .
The Fiene et al. study [88] also highlighted that in addition to performance metrics, as discussed thus far, there are biomarkers that can also be incorporated into the study of CF; for example, the authors demonstrated that lower amplitudes and prolonged latencies of the P300 event-related potential are indicative of CF. The utility of this electrophysiological marker had previously been demonstrated by others [46] and has also shown some correlation with other clinical measures. Functional neuroimaging is also a promising avenue of research with respect to biomarkers. Our own work using arterial spin labeling functional magnetic resonance imaging has demonstrated differences in frontoparietal attentional network activation before, during and after a cognitively fatiguing task between those with MS and healthy controls [42] . Those with MS engaged the middle frontal gyrus more than the healthy controls during the cognitive task as a whole. However, the controls showed greater activation of this area only during the last quintile of the task. Thus, the performance decline in the MS group seemed to be due to their inability to recruit the middle frontal gyrus at the end of the task. Others have utilized resting-state functional connectivity to demonstrate alterations in the connectivity between the insula and posterior cingulate gyrus, and also between the right thalamus and right precentral gyrus, between fatigued and non-fatigued individuals with MS [61] . These authors suggested that disruption in sensorimotor, high-order motor and non-motor executive function likely contributes to the neural mechanism of fatigue in MS. Although the influence of secondary factors (e.g. diseaserelated symptoms such as mood) must also be considered, these studies provide further evidence for primary (i.e. central) fatigue and clearly elucidate potential targets of neuromodulatory techniques.
As previously stated, the study of fatigue in neurological conditions is fraught with varying definitions and methodology that highlight the need for a clear conceptual framework from which to guide further study. Harrison et al. [109] summarized the available evidence for measures of CF in MS and made the following recommendations. First, they called for the development of a guiding theory of CF that considers differences between primary and secondary fatigue and broader psychosocial models. This point aligns with recommendations by Kluger et al. recommending a unified taxonomy for studying fatigue and fatigability in neurological illness [32] . Second, they suggested that future research examine the ecological and construct validity of existing assessments. Third, they suggested that research explore whether the more promising CF measures are correlated with impaired functioning after accounting for possible confounds. Fourth, they highlighted the need for outcome assessments to be able to identify clinically meaningful improvement [109] . A last point made by Harrison et al. that we wish to echo here is that the quest for improving the objective measurement of CF does not imply that subjectively measured fatigue is somehow less relevant or important [109] . Clearly, patient perceptions of their own experience should be guiding both clinicians in terms of helping them manage their symptoms, and researchers by ensuring that research questions address concerns that are relevant to the patient populations under study. Improving the quality-of-life of those affected by neurological conditions should be our guiding principle. In addition to these astute recommendations, we would like to add two further points. First, that current and emerging biomarkers of CF be incorporated into the study of this phenomenon (including their relationship to performance indicators) and second, that research moving forward focusses on establishing effective interventions to target CF. Preliminary evidence suggests that a variety of approaches show promise, but there is a need for well-designed RCTs that incorporate the recommendations noted above in their trial design. Thorough evaluation of behavioural, procedural and pharmacological interventions individually and then in combination is needed.
There are some limitations associated with the current review. First, the studies meeting the inclusion criteria were limited to those involving participants affected by MS. This highlights the need for further study in other neurological conditions and the lack of understanding in the literature about whether CF manifests differently (or responds differently to treatment) depending upon the underlying pathological mechanism. Second, the studies included were conducted using small sample sizes, which limits the generalizability of the findings. Third, one of the studies had variable or unclear bias. Fourth, systematic reviews assume that the evaluation techniques are consistent across studies, but this may not necessarily be true [110] . Fifth, the eligibility criteria for inclusion was quite strict and so relaxing these criteria may have resulted in more eligible studies. For example, expanding the age range beyond 65 years may have yielded studies conducted in those with neurodegenerative dementias (although significant cognitive impairment might be considered a confounding factor). Finally, grey literature (i.e. abstracts, conference proceedings) was not reviewed; this, and the fact that negative trials are often not reported, may have resulted in a publication bias or a ''file-drawer effect'' [110] .
CONCLUSION
Although in this review, the only eligible study to demonstrate efficacy in ameliorating CF was a procedural one (i.e. tDCS), it cannot be concluded that procedural interventions are superior to either behavioural or pharmacological ones given the lack of study in this area. Similarly, one cannot conclude that pharmacological interventions are unsuccessful on the basis of only one unsuccessful trial (i.e. fampridine-SR). The current findings do not lead to any clear recommendations about appropriate methods of CF measurement or associated treatment approach. There is simply insufficient information to provide clear guidance. This review highlights the considerable need for further study according to the recommendations noted above.
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